Objectives: Existing research has reported the correlation between patients' psychological flexibility, of which mindfulness is a component, and their perceptions of the spouses' support provision. It is quite likely that spouses' mindfulness, in particular certain aspects of mindfulness, is also related to the support they provide to patients. The current study examined this issue.
M indfulness, or paying attention in a particular way, nonjudgmentally, and on purpose, in the present moment, 1 is a key ingredient of interventions for pain including Mindfulness-Based Stress Reduction, 1,2 Acceptance and Commitment Therapy for pain, 3 and cognitivebehavioral contextual therapy for pain. 4 Research has shown that one's own mindfulness and one's own pain adjustment are strongly associated, 1, 2, 5, 6 and mindfulness appears to enhance individual emotion regulation and promote more effective pain coping, even after controlling for level of pain and acceptance of pain. 1, 4, 7 Yet, little research has examined mindfulness in the context of the social environment. Given that patients' relationships with others have an important role in their pain adjustment, 8, 9 the goal of this study was to examine the extent to which mindfulness relates to social support in a sample of couples with chronic pain (CP).
Mindfulness, acceptance, and willingness are related constructs that are components of the broader concept of psychological flexibility, which has been defined as a process of being aware of one's thoughts and feelings in the present moment without defense (mindfulness/acceptance) while persisting or changing behavior to achieve valued goals or interests (willingness/commitment). 10 Some evidence already suggests that CP acceptance is related to social support. McCracken 11 found that greater CP acceptance by the patient was associated with fewer solicitous and punishing spouse responses. McCracken 11 suggested that these forms of spousal responding encourage the experiential avoidance of pain (ie, the opposite of pain acceptance), which in turn may contribute to reduced physical activity and disability. It is possible that mindfulness might have similar associations with support given that mindfulness may be considered another aspect of psychological flexibility. Yet, this hypothesis has not yet been tested in the literature.
It is interesting that the existing research has focused on patients' psychological flexibility and their perceptions of the spouses' support provision. It is quite likely that spouses' mindfulness is also related to the kind of support they provide to patients. For instance, greater mindfulness in the spouse may be related to providing better-quality support (ie, more instrumental support, less problematic support). Spouses who are mindful may be able to tolerate distress during emotionally challenging situations and also interact in a nonjudgmental manner. [12] [13] [14] Indeed, in the nonpatient, close relationships research, an individual's mindfulness contributes to the couple's overall satisfaction, 12, 14 and mindfulness skills training is associated with relationship improvements. 13, 15 In this preliminary study, we investigated the associations between patient mindfulness and their perceptions of spousal support given that another study has shown that other components of psychological flexibility-CP acceptance and willingness-are related to support. 11 We also hypothesized that spouses' mindfulness would be related to greater provision of social support and greater marital satisfaction. In effort to advance the field, we used a measure of mindfulness that taps into different facets of mindfulness, 16 thus allowing for a more specific examination into how each type of mindfulness contribute to the provision of support. In addition, we controlled for other variables that have been shown to correlate with one's perceptions of support, including patients' CP acceptance 11 and pain catastrophizing, 17, 18 to determine whether spousal mindfulness uniquely accounts for variance in social support. Finally, we explored whether spouses' mindfulness is related to their partners' pain severity and interference.
MATERIALS AND METHODS

Participants and Procedure
All methods were approved by the university's Institutional Review Board and written informed consent was obtained from participants before enrollment. The data for this study were collected at the fourth wave of a longitudinal study on couples with CP, when the mindfulness measure was introduced. Couples were recruited for the original study through newspaper advertisements in local papers, announcements made on the university's electronic bulletin board, and other traditional bulletin boards. The advertisement explained that the study was being conducted to learn how couples coped with pain over time. The participants of the original study took part in 3 waves of data collection at 6-month intervals. At baseline, couples completed surveys on pain, their mood, and their marriage, interviews about life stressors, a psychiatric diagnostic interview, and a video recorded interaction in which they discussed the impact of pain on their lives. At the 6-month follow-up, they completed mail-in surveys and at the 12-month follow up, couples completed the baseline protocol again. For the current study, all 108 couples who completed the baseline assessment were sent a postcard inviting them to participate in a fourth and final wave of the study, which was completed an average of 25.96 months (SD = 11.73) after their participation in the third wave of data collection. Interested couples were mailed a survey packet that contained consent forms and questionnaires. Each couple was instructed to complete the surveys independently and seal them in separate envelopes before mailing them back in the postage-paid envelope. Couples were compensated $50 for their time and effort in participating in this phase of the study, at which time they were also debriefed about the purpose of the study. Although couples were recruited from the community, we use the terms "patients" and "spouses" to refer to the partners with pain and their spouses, respectively, for ease of discussion.
Fifty-one couples participated in this phase of the study. The sample was diverse (patients: 52.1% white, 43.3% African American, 2% Hispanic, 2% Asian; spouses: 59.2% white, 38.8% African American, 2% Asian). The sex of the patients was balanced with 52.9% male (n = 27). Couples were middle-aged, on average (patient M = 58.84 y, SD = 12.23; spouse M = 58.14 y, SD = 13.19). Patients reported a mean pain duration of 14.04 years (SD = 13.15). There were no significant sex differences on age or pain duration. On average, couples were married for 28.73 years (SD = 20.12). The participants reported some college education (patient M = 15.24 y; SD = 3.06; spouse M = 14.43 y, SD = 2.97). The 3 most common pain locations in patients were the lower back (52%, n = 26), hip (12%, n = 6), and knee (10%, n = 5). The 3 most common diagnoses in patients were osteoarthritis (29%, n = 15), disk problems (18%, n = 9), and spine problems (12%, n = 6). 
Measures
Spouse Self-Report Measures
Mindfulness was measured by the Five Facet Mindfulness Questionnaire (FFMQ). 16 The FFMQ was developed through factor analysis and resulted in 5 distinct and reliable subscales including observing, describing, acting with awareness, nonjudging of inner experiences, and nonreactivity to inner experiences; however, only the 3 facets of acting with awareness, nonjudging, and nonreactivity were examined in this study because these facets have been shown to be the most reliable in nonmeditating samples 19 and are correlated with psychological symptoms. 16 When individuals are acting with awareness (eg, "I pay attention to how my emotions affect my thoughts and behavior"), they are attending to their current actions instead of behaving automatically or absent-mindedly. Nonjudging of inner experiences (eg, "I believe that some of my thoughts are abnormal or bad and I shouldn't think that way" [negatively keyed item]) refers to individuals' ability to refrain from evaluating their internal experiences (eg, cognitions, sensations, and emotions) and nonreactivity to inner experiences (eg, "When I have distressing thoughts or images, I step back and am aware of the thought or image without getting overtaken by it") refers to individuals' ability to allow thoughts and feelings to come and go, without getting stuck in any particular thought, feeling, or moment. 16 Higher scores indicate greater mindfulness on that particular facet. The measure has good reliability and validity. 20 The interitem reliabilities of the facets in the current sample ranged from adequate to good for spouses (a's; acting with awareness = 0.86, nonjudging = 0.83). The reliability for spouses' nonreactivity was somewhat lower (a = 0.67); however, as this is the first investigation, to our knowledge, on the association between both partners' mindfulness in the context of pain, we retained this scale in the analyses to provide preliminary data for future work.
Patient Self-Report Measures
Marital satisfaction or well-being was assessed using the Dyadic Adjustment Scale, which has a possible range of scores from 0 to 151. 21 The average patient Dyadic Adjustment Scale score was 108.59 (SD = 18.11), indicating that the patients were, on average, satisfied in their relationships. The interitem reliability in this sample was excellent (a = 0.94).
Spousal support: In addition, several spousal support variables were assessed. Each of these was assessed with respect to the patients' perceptions of spousal support. Perceived partner responsiveness was measured using the Perceived Partner Responsiveness scale (PPR), 22 which assesses the patient's belief that his or her spouse is cognizant of, sensitive to, and behaviorally supportive of the participant (eg, "My partner is aware of what I am thinking and feeling," "My partner really listens to me"). The participants reported on their perception of their partners on a scale from "Not at all true" (1) to "Completely true" (9) . The PPR is frequently used in relationship research and has good reliability and validity. 22 The patients' mean PPR score was 107.90 (0 = 39.52). The interitem reliability for this scale in the current sample was excellent (a = 0.98).
Spouse responses to pain were measured with the Multidimensional Pain Inventory. 23 Two spouse responses were used: (ie, punishing responses [eg, anger] and solicitous or instrumental support [eg, getting the patient medications], 4 and 6 items, respectively). The patients' mean scores for solicitous spouse responses was 21.86 (SD = 9.66), and for punishing spouse responses was 6.52 (SD = 5.48). The reliabilities were good for solicitous spouse responses and punishing spouse responses (a's = 0.88 and.82, respectively).
Control variables: Patients' mindfulness was also measured by the FFMQ. 16 The spouses' mindfulness was the focus of the current study; however, we examine patients' mindfulness as possible control variables in the associations between spouses' mindfulness and social support as prior research has shown that one's own psychological flexibility is related to one's perceptions of social support. 11 The interitem reliabilities of the 3 facets of mindfulness for patients in the current sample range from adequate to good (a's; acting with awareness = 0.79, nonjudging = 0.80, nonreactivity = 0.74).
In addition, 2 other sets of variables are included as possible control variables: patients' pain catastrophizing and patients' chronic pain acceptance. Patients' pain catastrophizing was measured with the 13-item Pain Catastrophizing Scale (PCS). 24 Patients' responded to 13 statements regarding how they feel when they are experiencing pain on a scale of "Not at all" (0) to "All the time" (4). The PCS consists of 3 subscales: magnification, rumination, and helplessness, 24 which are summed to generate an overall pain catastrophizing score. Higher scores indicate more pain catastrophizing. The mean PCS was 17.97 (SD = 14.61). The interitem reliability for this sample was excellent (a = 0.97).
Patients' pain acceptance was measured by the Chronic Pain Acceptance Questionnaire (CPAQ). 25 The CPAQ is a 20-item questionnaire that includes 2 subscales: activity engagement (pursuit of life activities regardless of pain; 11 items) and pain willingness (willingness to discontinue avoidance of or attempts of control pain; 9 items). The patient rates the truth of the statement on a scale of "Never true" (0) to "Always true" (6), with higher scores indicating greater chronic pain acceptance. The mean activity engagement and pain willingness scores were 37.78 (SD = 13.23) and 28.66 (SD = 11.26), respectively. The interitem reliability of both scales was excellent (a = 0.89 for each).
Finally, to explore the extent to which spouses' mindfulness was related to patients' pain adjustment, we included 2 additional patient variables. Pain severity in the patient was assessed using the average of 2 items: the patient's reported average pain and patient's current pain severity from the Brief Pain Inventory 26 as this average proved to be the most reliable composite for this sample. The patient rated their pain from 0 indicating "No pain" to 10 indicating "Pain as bad as you can imagine." The Brief Pain Inventory has been used in a variety of clinical pain samples and has good reliability and validity. 26 The average pain severity reported by the patients was 4.77 (SD = 2.58) and the interitem reliability of this measure was good (a = 0.88).
Pain interference for the patient was measured using the 9 interference items from the Multidimensional Pain Inventory. 23 This scale has been used in a variety of samples and has good reliability and validity. 23 The average reported pain interference in this sample was 29.98 (SD = 14.84). The interitem reliability for this scale in the current sample was excellent (a = 0.96).
Data Analysis Plan
Preliminary analyses were first conducted to identify any differences between participants who completed and those who did not complete this phase of the study to estimate the generalizability of the results. Comparisons were made on demographic variables as well as the dependent variables. Analyses were also conducted to test the normality of the variables as well as to identify outliers in the data set. Analyses were then conducted to examine the intercorrelations among the patient-control variables (ie, the 3 facets of patient mindfulness, pain acceptance, and pain willingness) to determine whether data reduction was necessary due to conceptual overlap and possible multicollinearity.
To provide descriptive information, the correlations among patient variables were presented. Then, the correlations of spouses' mindfulness with patients' reports of mindfulness, psychological flexibility, and perceptions of spousal support were presented. In addition, as noted above in the Measures section, pain adjustment variables (ie, pain interference and pain severity) were included as an exploratory analysis.
Finally, hierarchical regression analyses were conducted to examine the extent to which spousal mindfulness facets were uniquely related to perceived social support and marital satisfaction above and beyond the contributions of the patients' mindfulness and psychological flexibility. Spousal support variables were selected for these analyses when they were correlated with both a spouses' mindfulness facet and either patients' mindfulness or psychological flexibility score. We also included the latter 2 variables in the regressions when they were marginally related (P < 0.10) to the social support and patient marital satisfaction variables to provide a conservative test of our hypothesis that spouses' mindfulness contributes unique variance to social support. On the basis of these requirements, the dependent variables investigated were punishing spouse responses, partner responsiveness, and patient marital satisfaction. In the first step of the analysis, patients' mindfulness and/or psychological flexibility were entered. In the second step, the spouses' mindfulness variable was entered. If multiple spouse mindfulness variables were eligible, they were examined individually to provide information regarding each facet, as little research has been conducted on mindfulness facets to date. Semipartial correlations were also provided, which indicate the unique relationship of each variable entered in the model with the social support and patient marital satisfaction variables.
RESULTS
Preliminary Analyses
Completer Analyses
Analyses were conducted to determine whether participants who completed this phase of the study were significantly different at baseline from those who did not. Patients' who completed this fourth wave of data collection reported fewer punishing spouse responses compared with baseline (noncompleters M = 8.57, SD = 6.47, completer M = 5.59, SD = 5.36; t 106 = 2.58, P = 0.01) but there were no other significant differences between completers and noncompleters on pain adjustment or social support variables. In addition, there were some demographic differences at baseline such that noncompleter patients and spouses were younger (M = 49.16, SD = 13.25 and M = 49.10, SD = 13.30, respectively) than completer patients and spouses (M = 55.92, SD = 12.22 and M = 55.36, SD = 12.92, respectively), t 106 = À2.74, P < 0.01, and t 106 = À2.47, P < 0.05, respectively. There were no significant mean group differences in average marriage duration, pain duration, and patient and spouse education.
Testing for Normality and Outliers
Data were checked for univariate and multivariate outliers and multivariate assumptions of normality. There were no univariate or multivariate outliers and the variables met the multivariate assumptions of normality. Missing data were replaced with the item mean and in all cases made up <10% of the scale being used.
Data Reduction
High correlations were found between the patients' 2 CPAQ scales (r = 0.67, P < 0.0001) and between patients' pain catastrophizing score and both the pain willingness and pain acceptance subscales (r = À 0.71 and r = À0.71, P < 0.0001, respectively). To reduce multicollinearity in the regression analyses reported below, a principal components analysis with varimax rotation was conducted to determine if these 3 variables loaded on 1 factor. The analysis confirmed that these 3 variables loaded on 1 factor (factor scores: pain willingness = 0.89, pain acceptance = 0.89, pain catastrophizing = À0.91), which accounted for 80% of the variance. The factor scores from this analysis were saved as an indicator of "pain-related psychological flexibility." Higher scores indicate greater flexibility.
Bivariate Correlations: Patients' Mindfulness, Painrelated Psychological Flexibility, Pain Adjustment, and Perceptions of Social Support
To provide descriptive information, the correlations among the patients' variables are presented first. Patients' acting with awareness and nonjudging mindfulness were significantly and positively correlated with patients' painrelated psychological flexibility (r = 0.43, P < 0.01 and r = 0.36, P < 0.01, respectively). Patients' acting with awareness was associated with the patients' pain interference (Table 1 ; r = 0.31, P < 0.05).
The only patient mindfulness facet to be related to spousal support was nonreactivity, which correlated with greater perceived partner responsiveness (r = 0.41, P < 0.01). Patients' pain-related psychological flexibility was significantly correlated with greater spouse marital satisfaction and fewer punishing spouse responses (Table 1 ; r = 0.31, P < 0.05 and r = À0.30, P < 0.05, respectively). Patients' pain-related psychological flexibility was also significantly correlated with less pain severity and pain interferences (Table 1 ; r = À 0.59, P < 0.01 and r = À0.80, P < 0.01, respectively).
Bivariate Correlations: Spouses' Mindfulness and Patients' Pain-related Psychological Flexibility, Pain Adjustment, and Perceptions of Social Support Next, correlations between spouses' mindfulness and patients' pain-related psychological flexibility are presented. The corresponding facets of patients' and spouses' mindfulness (eg, patient nonjudging and spouse nonjudging)
were not significantly correlated with each other (Ps = 0.20 to 0.90). Spouses' nonreactivity mindfulness was significantly and positively correlated with patients' painrelated psychological flexibility (r = 0.32, P < 0.05).
Our primary hypothesis was that spouses' mindfulness would be related to the spouses' support of the patients and patients' marital satisfaction. Higher levels of spouses' acting with awareness (r = À0.28, P < 0.05), nonreactivity (r = À0.34, P < 0.05), and nonjudging (r = À0.28, P = 0.05) were significantly correlated with patients' perceptions of fewer punishing spouse responses (Table 1 ). In addition, spouses' acting with awareness was positively correlated with patients' perceptions of instrumental support and perceived partner responsiveness (r = 0.36, P < 0.01 and r = 0.36, P < 0.01, respectively).
Similarly, we expected that the spouses' facets of mindfulness would be related to the patients' marital satisfaction. However, only spouses' nonreactivity was significantly correlated with greater marital satisfaction in the patient (r = 0.30, P < 0.05). No other significant associations were found.
Hierarchical Regression Analyses
Dependent variable-punishing spouse responses: In the first set of these analyses, punishing spouse responses was examined as the dependent variable and spouses' acting with awareness, nonreactivity, and nonjudging were each tested as independent variables based on the variable selection process described in the Data analysis plan section above. As shown above, patients' psychological flexibility was correlated with punishing spousal responses at P < 0.05, so it was included in step 1 of a regression predicting punishing spouse responses from spouses' mindfulness. Patients' mindfulness variables were not significantly correlated with punishing spouse responses, so they were omitted from step 1. Spouses' acting with awareness contributed an additional 11% of the variance in punishing spouse responses above the contributions of patients' pain-related psychological flexibility (Table 2 ; DF 1,48 = 6.33, P < 0.05). Spouses' nonreactivity did not account for a significant portion of the variance (R 2 = 7%, DF 1,48 = 3.85, P = 0.06) in punishing spouse responses once patients' pain-related psychological flexibility was included in the model. Similarly, spouses' nonjudging did not account for a significant portion of the variance (R 2 = 5%, DF 1,48 = 3.01, P = 0.09) in punishing spouse responses once the contributions of patients' pain-related psychological flexibility was included in the model.
A full model, including all 3 spousal mindfulness variables, was also considered to determine which of the spouse mindfulness facets might contribute the most variance in punishing spouse responses. The set of 3 spousal mindfulness variables contributed an additional 16% of the variance in punishing spouse responses above the contributions of patients' pain-related psychological flexibility (DF 3,46 = 3.34, P < 0.05). An examination of the semipartial correlations in the full model suggests that spouses' acting with awareness accounts for largest portion this variance (5%), although it was not a unique predictor of punishing spouse responses once the other spousal mindfulness facets were entered (see last set of analyses in Table 2 ).
Dependent variable-perceived partner responsiveness: In the second set of these analyses, patients' nonreactivity was included in the first step and spouses' acting with awareness was included in the second step. Patients' psychological flexibility was not included because it was not significantly associated with partner responsiveness. Spouses' acting with awareness accounted for an additional 12% of the variance in perceived partner responsiveness over patients' nonreactivity (DF 1,48 = 8.51, P < 0.01) ( Table 3) .
Dependent variable-marital satisfaction: Finally, a third set of these analyses, predicting patients' marital satisfaction from spouses' nonreactivity while accounting for patients' nonjudging and pain-related psychological flexibility, was tested. In this model, spouses' nonreactivity did not account for a significant portion of the variance (R 2 = 6%, DF 1,47 = 3.25, P = 0.08) in patients' marital satisfaction once patients' nonjudging and pain-related psychological flexibility were included in the model (Table 4) .
Dependent variable-instrumental support: Instrumental support was not examined because it did not meet the requirements stated in the Data analysis plan section.
Specifically, instrumental support was not associated with patients' mindfulness or psychological flexibility (see Table 1 ). Thus, it was not necessary to examine whether patient variables would account for the significant correlation between spouses' acting with awareness and patients' reports of instrumental support.
Dependent variable-pain severity and interference: Pain severity and pain interference were not examined because they did not meet the requirements stated in the Data analysis plan section. Specifically, neither were associated with spousal mindfulness facets.
DISCUSSION
The purpose of this study was to examine the extent to which spouses' mindfulness related to patients' perceptions of spousal support. Although patients' psychological flexibility has been shown to be related to their perceptions of spousal support, 11 there has been no examination of the extent to which spouses' mindfulness is associated with spousal support in chronic pain. It is important to address this gap in the literature given that the social environment is integral in shaping health outcomes. 27, 28 We found that spouses' self-reported mindfulness was correlated with patients' perceptions of fewer punishing responses, greater instrumental support, and greater marital satisfaction. It is conceivable that spouses who report greater mindfulness may be able to recognize and tolerate their negative reactions to their partner's pain so that they can engage in more supportive behaviors or prevent themselves from acting out their hostility or frustration. Alternatively, perceptions of greater support may lead patients to act in some way that sets the stage for greater mindfulness in their spouses. Additional research using longitudinal or experimental methods is needed build upon the preliminary findings reported in the current study and to understand the likely nature of mindfulness-social interaction association. In the current study, spouses' acting with awareness was most consistently related to spousal support. Not only was this facet of mindfulness significantly correlated with punishing spouse responses, instrumental support, and perceived partner responsiveness but it also accounted for significant variance in punishing responses and partner responsiveness after accounting for patients' mindfulness and pain-related psychological flexibility (it was not necessary to control for these patient variables when statistically predicting instrumental support as the patient variables were not correlated with this support variable). Acting with awareness can be conceptualized as being both intrapersonally and interpersonally receptive and responsive and this interpersonal attunement may also influence the provision of support. 14, 16 Further research is needed to determine how this type of mindfulness may be cultivated by spouses and how it is behaviorally manifested or conveyed to patients.
As an exploratory analysis, we examined whether spouses' mindfulness was associated with patients' pain severity and pain interference. The null findings in this regard suggest that although spouses' mindfulness may play a role in social support provision and the quality of painrelated interactions, it is unlikely that spouses' mindfulness has a direct effect on the partner's pain severity and interference. Yet, as this is a cross-sectional study, more research needs to be conducted. An interesting line of research could be developed to test how spouse mindfulness may impact interactions over time and may influence other quality-oflife indicators in the transition from acute to CP.
The current findings contribute to the literature in at least 2 ways. First, the findings are consistent with existing research showing that the spouses' beliefs and thoughts are associated with psychosocial adjustment in patients with CP 29, 30 but also show that this particular aspect of spouses' cognitive-emotional functioning plays an important role in patients' social environments. Additional research is needed on the predictors of spousal support since social support is associated with a host of pain adjustment variables including patients' pain coping, pain adjustment, and psychological distress. [31] [32] [33] [34] [35] The study also advances the field by demonstrating that certain types of mindfulness in the spouse-in particular, acting with awareness-are correlated with spousal support. Similarly, this facet of mindfulness has been found to strongly relate to less psychological distress in individuals, 16 perhaps because acting with awareness, as opposed to experiential avoidance and ruminative strategies, enhance emotion regulation and promote more effective coping. 1, 4, 7 Note that the associations between spousal mindfulness and spousal support were not because of a single informant problem because spouses reported on their own mindfulness, whereas their patient-partners reported on their own marital satisfaction and their perceptions of the spouses' support provision. In addition, patients' facets were not related to their reports of spousal support, with the exception of patient nonreactivity and perceived partner responsiveness. However, because this is one of the first studies to examine the associations of spouses' mindfulness and spousal support, the results should be viewed as preliminary and several limitations should be acknowledged. The relatively lower interitem reliability of the spouses' nonreactivity subscale may have resulted in attenuated correlation coefficients. Replications are necessary to determine if the associations with this subscale as well as with spouses' observing are indeed stronger than was demonstrated in this study. Future studies may also be conducted to examine the extent to which the individual mindfulness facets and the separate social support variables map onto latent factors of mindfulness and social support, respectively. Further, although the examination of the facets of mindfulness may be helpful in predicting social support and spouse responses to pain, a global measure of mindfulness might also be worth examining. Future research should examine the value of the facets of mindfulness compared with global measures of mindfulness in predicting social support and spouse responses to pain. Finally, the current study relied on a selfselected sample of participants who completed other waves of a longitudinal study. Although the participants in this study were very similar to those who initially enrolled, selfselection may limit the generalizability of the results, especially as couples who completed the study were older and had been married longer than those who did not. Similarly, it is not known whether the results generalize to samples of distressed couples as the mean level of marital satisfaction was in the average range. Nevertheless, the current study has implications for research and clinical work with couples with CP and other illnesses. In particular, it appears that particular facets of mindfulness, namely, acting with awareness, nonjudging, and nonreactivity, are worthy of further study and as possible targets of mindfulness-based interventions for pain. The close relationships research has demonstrated that an individual's mindfulness contributes to the couple's overall satisfaction 12, 14 and couple-based mindfulness skills training is associated with relationship improvements. 13, 15 A fruitful area of research may involve investigating potential mechanisms through which each partner's mindfulness contributes to social support provision. For instance, greater mindfulness may set the stage for more accepting attitudes about pain, more benign interpretations of observed pain behaviors, and more empathic social interactions about pain, which in turn may help improve patients' pain management efforts. Another possibility for future research is to conduct interventions or experiments to determine whether addressing both partners' mindfulness skills results in healthier emotion regulation and pain adjustment as well as more adaptive social support delivery, rather than focusing on the patients' skills alone. This work would be in line with calls to build couple-based acceptance and mindfulness interventions to manage chronic illness. 36 
